EDWARD F. DOMINO

Interviewed by Christian J. Gillin

San Juan, Puerto Rico, December 11, 1995

CG: Hello. My name is Chris Gillin. I have the honor of interviewing Dr. Edward F. Domino,* Professor of Pharmacology at the University of Michigan. This is part of the ACNP Task Force on History. Dr. Domino has been one of the leading figures in American neuropharmacology, going back, Ed, I guess about thirty years now, isn’t it?

ED: It’s been a long time. I did my first work in clinical pharmacology in 1951.

CG: 1951. 

ED: After I graduated from the University of Illinois as an MD, I really didn’t know what to specialize in. I decided to take a rotating internship. Then I was offered a good deal when I was invited to be a part-time instructor in the pharmacology department at the University of Illinois Medical School. It was during my internship that I really got involved in clinical pharmacology. Prior to that, I worked on chlorpromazine in animals when it was not known as yet as chlorpromazine.

CG: Chlorpromazine wasn’t even released at that time.

ED: It was a Rhône-Poulenc compound. My old professor, Klaus Unna, suggested I study it because Smith, Kline & French (SK&F) was considering it as an antiemetic. I had the job of working it up in animals, especially in dogs. I’d give them apomorphine alone and then with chlorpromazine. It had some obvious antiemetic effects.

CG: So, what was it that got you interested in neuropsychopharmacology?

ED: Believe it or not, it was nalorphine.

CG: Nalorphine.

ED: Nalorphine, that’s right. Nalorphine was just being clinically developed at Lexington as a narcotic antagonist. Klaus Unna did all of the basic animal pharmacology on nalorphine, but never took it to man. Merck decided, for some reason, that they should temporarily stop further studies. It was decided a lot later to study it in humans. During my internship, I was on a cancer service where we had dozens of patients in great pain with inoperable cancer. We would usually give them morphine for their pain. We were working up a new experimental narcotic, called Dromoran, the l-isomer of which is now levorphanol. Dromoran is the racemic mixture. I ordered Dromoran for a woman who had disseminated breast cancer. Dr. Trout, an internist, was the attending physician but it was my job to treat her. She needed a lot of narcotic medication because she was in severe pain. After a few days of therapy with Dromoran, I got an emergency call from the nurses that the patient was only breathing a few times per minute.

CG: That must have been scary.

ED: It was absolutely scary. I ran to see her. Sure enough, she had pinpoint pupils and was breathing very slowly. She was comatose so I had to ventilate her. It occurred to me that there was plenty of nalorphine in the dog lab at the University of Illinois Department of Pharmacology. I called my attending and said “I think I overdosed your patient with Dromoran. There is a treatment. It’s just been published. As far as I know, the only source of the narcotic antagonist in the Chicago area is in the dog lab at the University of Illinois. The patient is terminal and has no relatives from whom to get permission.” He said, “Well, if it works in dogs, it ought to work in people.” I had a nurse call one of my colleagues in the Pharmacology Department and he came over with some nalorphine. The nurse gave me a syringe and I broke the vial of the sterile nalorphine and put it into the syringe. I then injected it into this comatose patient.

CG: Did that do the trick?

ED: Oh, did that do the trick! I tell you, it was remarkable! I’ll never forget it. The woman was totally comatose. After I gave her the nalorphine, she started to breathe like this, “Ah, Hah, Ah, Hah.” Shortly thereafter, she woke up. Then she started screaming in pain. Unbelievable! The nurses thought I was God. My attending thought I was God. I was obviously the Professor. That became my nickname. That did it!

CG: So, that was the event that really determined your new career?

ED: That was the event.

CG: I can see that it still has a lot of effect on you. That was an incredibly potent experience for you.

ED: It still is.

CG: To save a patient’s life like that.

ED: Well, of course, I’m the one who almost did her in because of my stupidity. I didn’t know drug metabolism. That’s when I said, “Boy, I’d better learn some real pharmacology.” What I didn’t know at that time is that the liver is involved in the metabolism of narcotics through the P450 enzymes and glucuronide mechanisms. There’s a complex story there. The bottom line is that my patient had disseminated carcinomatosis. She had a liver that was loaded with a breast cancer tumor and was in bad shape. Even though we were giving her therapeutic doses of the drug, they were just adding on accumulatively. I poisoned her but; in addition, I saved her life.

CG: So, where did you go after that? Did you go on with more clinical training?

ED: It was time to make a decision about what I was going to do with my life. I thought clinical pharmacology was a pretty great field. I also thought maybe anesthesiology was the field to work in. I had decided that although I liked OB/GYN, it involved too heavy a time commitment. All of my peers in clinical work, including my attendings at that time, were on a schedule every other night. The deal that I had at the time was as a part time intern at Presbyterian Hospital and part time instructor in pharmacology at the University of Illinois. Then I was offered a full time job as a pharmacology instructor. I was married. My wife and I had a couple of kids. Because of my family situation, I had to find a better job. In those days, the old Chicago Medical Center was in a very poor area. I’ll never forget that when I came home one day my wife was crying. When I asked her what was the matter she said she wanted to leave immediately because there were mice in the building. My daughter was playing on the floor when a mouse ran by her. So I started looking for a job and I thought, “Well, I can’t make any money as a resident. It’s got to be in a field where I can make some money.” In those days, as an intern I got zero dollars a month, and as a resident, the pay was twenty-five dollars a month. I figured to heck with that. So I decided to go into pharmacology. I looked for a job and that’s when I came to the University of Michigan.

CG: And, you’ve been there ever since?

ED: Amazingly, I’ve stayed there ever since, even though it was originally only a one year job. When I was first interviewed, my old Chairman, Dr. Seevers, said, “Ed, if you’re good and you can make it here I’ll promote you to assistant professor. If you’re no damn good, then in six or nine months I’ll let you know and you’re out here on the street at the end of the year.”  Fortunately, I made it.

CG: I think you did. How did things go after that? How did you get into neuropharmacology, as time went on?

ED: Dr. Seevers hired me particularly because I had electronic ability.

CG: You had been in the Navy before you went to medical school?

ED: Yes, I had been in the Navy during World War II and knew a lot about electronics. Because of my training in electronics, I got really good at handling such equipment. When I got out of the Navy, the reason I was hired in pharmacology at the University of Illinois was that I could put together an EEG machine. As a matter of interest, Bill Martin was also a graduate student with me as well as Eva Killam, then known as Eva King, and Keith Killam. The first day I started working at the University of Michigan in pharmacology, Dr. Seevers said to me that we ought to plan some things. I asked, “Well, what do you want me to do? What are my duties?” He said, “Well, number one, keep those darn medical students off my back.” Of course he used other words. It turns out that the year before Mark Nickerson, who was a famous pharmacologist, had actually flunked about half the medical students in sophomore pharmacology. Dr. Seevers was upset because all those medical students had to take pharmacology over again. So that was my number one job, keeping those darn medical students off his back. Dr. Seevers said, “You don’t have to be a good teacher, just good enough so that you don’t get any complaints. I don’t want to hear any bad things, okay.” And then he said, “Your second job is to make me happy.” I said, “Well, what does that mean?” He said, “Well, I’m your boss. As long as you don’t have any money, I want you to do some of my research. What do you want to do research on?” I said “What do you want me to do?” He said, “I want you to work with the monkey colony.” That’s how I got started working with narcotics and monkey brain waves. My first introduction to research and neuropharmacology was with Klaus Unna and Carl Pfeiffer, then later with Dr. Seevers, working with drug dependant monkeys.

CG: Did you ever have a formal training program in research?

ED: The only research program I had was when I got a Master’s Degree in pharmacology. That was a wonderful program.

CG: When you were at Michigan?

ED: No, at the University of Illinois. Carl Pfeiffer, again one of our ACNP members, liked to bring medical students into pharmacology. He used them as a means of teaching in the laboratories. We had a lot of student lab teaching. I was one of those students. Therefore, I got a Master’s degree at the same time I got my MD degree at the University of Illinois.

CG: Today, we put a lot of emphasis on training, research fellowships, research training programs and so forth, but it sounds like you didn’t really have the kind of intensive two or three year fellowship that most young people are encouraged to get now.

ED: The reason is that we were told to go in the laboratory and do something. Basically, it was learning from the more senior graduate students. My first job was to put together an EEG machine, and once it was working, to try to do something with it. Subsequently, I got involved with other graduate students. So I learned by hands on. We were told to go in the lab and do it, and if you can’t make it in the lab, tough for you, out you go.

CG: Did you ever take a sabbatical or go away for any extended period of time?

ED: For many years I was unable to take a sabbatical because Dr. Seevers wanted me to be available to teach and to keep the medical students off his back. Eventually, I did take several sabbaticals. They were crucial to my career.

CG: Where did you go?

ED: For two of my sabbaticals, I went to the Lafayette Clinic, which was associated with Wayne State University in Detroit. It was the best research facility in the State of Michigan, competing with the University of Michigan Mental Health Institute in Ann Arbor. Dr. Jacques Gottlieb, who was then the head of the Lafayette Clinic, called Dr. Seevers and asked for suggestions for someone to help regarding drugs. As a result of a consultantship that was set up through Dr. Gottlieb and Dr. Seevers, I went to the Lafayette Clinic one day a week. Later on, it was two days a week. This association lasted for 25 years. I had a third sabbatical in Ann Arbor, working with geriatric patients. I was also working with phencyclidine, PCP, as an anesthetic agent in connection with Dr. Seevers, who was a consultant for the old Parke-Davis Company.

CG: What years are we talking about right now?

ED: The late 1950s, early 1960s.

CG: PCP came back a long time before in your own career, I guess.

ED: That agent had a big effect on me and my career. That’s how I got involved with psychiatry during my association with the Lafayette Clinic. During my three sabbaticals, I accumulated quite a bit of clinical time. I also had some training in anesthesiology. So I ended up with a mixture of psychiatry, anesthesiology, and a little bit of geriatrics. However, I never worked in one discipline or specialty enough that I could get board certified except in Clinical Pharmacology. It was clear that I was deeply rooted in pharmacology and neuropharmacology and that’s where I’ve stayed ever since.

CG: When you look back, who were the people who had the most influence in your own professional career?

ED: There’s no question that first person to get me into research was Carl Pfeiffer at the University of Illinois when he hired me while I was still in medical school. Dr. Pfeiffer had a lot of wild theories that would motivate you to go into the lab and test them. Usually you’d prove them wrong, but maybe you’d come up with a new finding that was perhaps even more important than his original theory. The second person was Klaus Unna who gave me a tough time but was really my scientific mentor at the University of Illinois. He thought very scientifically. And then there was Dr. Seevers who was absolutely critical for me at the University of Michigan. Through him, I got to know Dr. Gottlieb of the Lafayette Clinic. I ended up with two laboratories. I was able to stay at Michigan and commute twice a week to the Lafayette Clinic. It was great. Although I had a rather low salary as a basic scientist in pharmacology at Michigan, I had a pretty good income from the work at the Lafayette Clinic. Because of the two salaries, when I was later offered chairmanships and other positions, I decided I was making more money in Ann Arbor and Detroit than what I could get anywhere else. So, over the years, that’s where we stayed.

CG: Were there any other scientists, in particular, whose work you admired or emulated?

ED: Well, I would say a lot of the people in ACNP. One of them was Jonathan Cole and another was Frank Berger. There were a number of other people who were important, for example, Ralph Gerard.

CG: Also, from Michigan, right?

ED: Yes. He was originally at the University of Chicago. He came to Michigan to build up research at the Mental Health Research Institute (MHRI), which, incidentally, has grown into something beautiful. After Bernie Agranoff stepped down, Huda Akil and Sam Watson became co-directors.

CG: Again, ACNP members.

ED: You bet.

CG: When did you first get involved with the ACNP?

ED: Very early. I wasn’t one of the charter members but I think it was about the second year that I was put on the list, probably because of recommendations from people like Carl Pfeiffer and Klaus Unna. So very quickly I was asked to become a member of this society.

CG: What was the first year you attended, do you recall?

ED: Oh, I attended the old Washington DC meetings.

CG: Was that early 1960, ’61, ’62, something like that?

ED: I think it was within a year after the society was formed when the meetings were held in Washington DC. I always get colds in December and whenever we’d have a meeting in Washington, I’d be sick; when we finally started having the meetings in San Juan that solved that problem.

CG: That made a lot of difference?

ED: A big difference, indeed. So over the years, my life has been very interesting. I’ve maintained my professorship at Michigan where I’ve been always given a rather free hand. The name of the game is, go find your own research money and then pay yourself. If you can pay yourself enough, you can do research rather than have an excessive teaching load.

CG: When you look back, what have your main contributions been? What are your main interests?

ED: My interests have always been in the field of neuropharmacology. I had a big problem selecting a research topic. I asked “What’s important in the brain? If you get rid of it, what will happen to you?” I knew that if you overdose on agents like atropine you develop organic psychosis. On the other hand, if you take an overdose of a cholinesterase inhibitor, you can die. If you get botulinum poisoning, it will inhibit the release of acetylcholine and you may die. I decided that I should work on the cholinergic system because it is important to life and also to mental processes. That’s how I got involved with acetylcholine and, eventually, with nicotine. That led me to the role of cholinergic mechanisms in arousal and sleep. I first studied cholinergic mechanisms in the cat, particularly rapid eye movement (REM) sleep. I always had an interest in doing something with humans and had an opportunity to do that at the Lafayette Clinic. Dr. Gottlieb said, “I don’t want you to work with rats and monkeys unless there’s a good reason. Mainly, you ought to be doing something with our schizophrenic patients.” And that’s how I got involved in doing a lot of sleep research with Don Caldwell studying schizophrenic patients.

CG: What other contributions are you proud of?

ED: I’m also proud of the work that I did with minor tranquilizers. I was involved a lot with those early developments.

CG: In the medical controversy?

ED: Yes. I really got beat up by Frank Berger. I was a young guy and he a real acknowledged leader in the field. I had a big argument with him over the advantages or disadvantages of meprobamate. Nevertheless, I was involved in the area of sedatives and did a lot of work. Over the years, I have been a survivor by working with my chairman and with my mentors. Very early I got involved in tetrahydrocannabinol (THC) research. During the Korean War, Dr. Seevers got a big Army contract. None of us knew what the compounds we were studying were until a graduate student friend of mine, Harry Hardman, got the empirical formula of the red looking oil which had no nitrogens. He went to our chemistry library to look it up. We thought it was a great tranquilizer. It was a great agent for treatment of war casualties because it produced a hibernation-like state. What we were studying turned out to be a synthetic red oil congener of THC, a marijuana derivative.

CG: THC wasn’t recognized at that time, was it?

ED: No.

CG: That came about fifteen years later, I think.

ED: You’re right. As a matter of fact, the derivatives that we were working with were the Roger Adams compounds from the University of Illinois in Urbana. I was an undergraduate student in Urbana majoring in chemical engineering. In the same department, they were working with these analogs of the active ingredient of marijuana. Later on, THC was isolated and chemically described by Mechoulam to be the active agent in marijuana. I ultimately did a lot of THC research. Over the years, I’ve been involved with a lot of compounds related to drug abuse. I don’t view myself as an expert in drug abuse. It is a field that I stumbled into out of a more basic interest in cholinergic mechanisms. I ended up using nicotine and I’m still doing work on nicotine now. I’d say my contributions over the years have maybe not been as important as they should have. On the other hand, they’ve given me one heck of a lot of fun. I’ve worked in many areas and been involved with all kinds of clinical projects. I’m kind of proud of the ketamine story too. After PCP was rejected as a useful anesthetic compound, I did the first clinical pharmacology on prisoner volunteers at Jackson Prison using early review board protocols. That got me further interested in the field of clinical pharmacology and anesthesiology. I ended up over 10 years doing a lot of work in anesthesiology, as well.

CG: When the PCP epidemic came in in the mid to late 1970s, you got back into that?

ED: Yes, I got back into it. Who would have believed that a goofy compound like PCP would be abused? Obviously, it was and continued to be, although not that much these days. In any event, I got back into the PCP field with ketamine derivatives and from there into sigma agonists and antagonist compounds. Basically, I have to survive and at the University of Michigan the name of the game was then and still is either you bring in grants or get out. Over the years, I’ve been able to bring in grants, but in a number of different areas. I guess if you can’t be employed as a singer then maybe as a dancer, or as a comedian, or as an actor. I’ve moved from field to field but this has usually been necessitated by grant availability.

CG: Have you spent a lot of your time in the lab actually using either analytic techniques or animal models? It sounds like you’ve done a lot of work that would interface with a lot of human work.

ED: The animal work is a very important part of my activities. I am in a basic science biochemical pharmacology department but the animal facilities are very important. In fact, for years I had a very nice colony of monkeys with Parkinson’s disease.

CG: You mean at this time?

ED: Yes. We’re actually doing nicotine research this morning. It’s a crazy idea, but we’re looking at nicotine as a supplemental agent in treatment of Parkinson’s disease. I called this morning to see how some of our monkeys are doing. They’re doing great but the nicotine didn’t work at all so maybe I’ll up the dose. I also do some chemical work. At one time, you and I were actually going to the same GC-MS (gas chromatography – mass spectrometry) course. I got very much involved with chemical analytic work and did a lot with GC-MS of acetylcholine. That work was supported by NIMH for a long time. We did a lot with precursor substances. Most of them didn’t work in our hands. So, I’ve been involved in chemical analytic and some animal work, usually rats, cats, dogs, or monkeys, and then human volunteers or, occasionally, patients.  

CG: What about your students? How have they done?

ED: I’m proud of my students and post-docs. I’ve had something like twelve PhD students most of whom are associated with either pharmaceutical companies or with academic institutions. They’re in a variety of fields and are doing very well. Michael Lasko, for example, is a professor and chairman of pharmacology, mainly interested in substance P and other agents involved in pain mechanisms. Lindsey Hough is another professor of pharmacology mainly interested in histamine. There was also Dick Rech, who is one of the best. I have had a large number of post-docs, mostly Japanese. One of the reasons I enjoy going to Japan often is that my former post docs are now the “big shots.” Now I’m just a little professor here at Michigan and I go over to Japan and these guys are big professors. One of them, Dr. Shigeaki Matsuoka, was head of neurosurgery at UOEH in Kitakyushu, Japan. He once said to me, “Ed, I’m not number one neurosurgeon, I’m number two.” I do go to Japan once or twice a year and interact with a lot of my post-docs over there. In fact, that’s where we’re now involved in a study with nicotine and tobacco smoking and PET. I just finished a study with tobacco smoking in PET on cerebral blood flow which was done in Akita, Japan at one of the major PET centers. Hopefully, we’ll be continuing that area of research there.

CG: Have you done functional MRI studies?

ED: Functional MRI at Michigan is starting to take off. We’ve got all of the equipment, as we heard at the symposium last night. The University of Michigan is competing with your institution, by the way. All the equipment is there but you need about a half a million to really get the appropriate software. I’ve been talking with the people in the MRI facilities about moving ahead in that area. Right now, my interests are primarily with PET experiments. As I said, I also have a very nice colony of MPTP (1-methyl-4-phenyl-1, 2, 3, 6-tetrahydropyridine) monkeys, where we’re looking at new dopamine agonists. I have a reputation in the pharmaceutical industry where they say, don’t give Domino that compound because what I usually tell them is “Hey, this thing is as good as carbidopa-levodopa, but not any better.” For about eight years now that we’ve been looking at many different anti-Parkinsonian drugs which are usually selective so-called D1 vs selective D2 types. So far, we haven’t found anything better than the carbidopa-levodopa, I’m still active in that area.

CG: Where do you see that you’re going now?

ED: I think it’s more of the same. I have a number of grants both at the animal and the human level. I’m concentrating on two areas. One is clearly nicotinic mechanisms in brain function. The other is with new anti-Parkinsonian agents. With the monkey colony, we’re looking at different selective D1, D2, D3, D4, D5 agonists. We need medicinal chemists in industry to develop more such agonists. I interact with a lot of drug companies but most of them are on tight budgets and not too many are developing such agents. We’ve got a very interesting story with D1 plus D2 additive or potentiating effects. In humans, we’ve found some very interesting gender differences. 

CG: What was found?

ED: With an equal blood level of nicotine, our female tobacco smokers get a bigger “bang for the buck.” They’re getting EEG changes that are more dramatic at a lower plasma level than the males. On the other hand, the end effect is pretty much the same. From the point of view of plasma concentration, there appears to be a difference. I want to pursue gender differences not just from an EEG point of view. It is a very limited tool because it is only measuring the noise of the brain. Hence, I’m interesting in pursuing PET or other techniques.

CG: Ed, I’d like to turn to a little bit more of a personal level. I know your family has always been very important to you. How have you been able to balance your family with your very busy professional life?

ED: Well, it’s been quite a life! I have a superb wife, Toni, and she’s maintained me. I’ve got a lot of energy. I’m not sure where I get it but I guess my dad was the same way. Our family started to grow and we now have a total of five kids and ten grandchildren. The bottom line is that my wife always saw to it that I was a dad first and that I was around whenever I needed to be. So even with out of town meeting such as this, if there was something important going on with the kids, I had to be there. Otherwise, my wife would really raise heck with me. Basically, the kids are doing great.

CG: I know one of your sons is a psychiatrist.

ED: That’s Larry who’s the oldest. He’s getting a very good reputation in the State of Michigan as a forensic psychiatrist. He has an interest in psychopharmacology but more in clinical psychiatry. My two daughters are in anesthesiology. My older daughter, Karen, is an associate professor of anesthesiology at the University of Washington in Seattle. My younger daughter, Debra, is an assistant professor of anesthesiology at Washington University in St. Louis. My youngest son, Steve is an MD/PhD and has finished his residency in OB/GYN. He is learning how to knock out genes so that he can get a position as an assistant professor in OB/GYN at the University of Michigan. My middle son, Ken, is a computer expert. He may be the cleverest of all of them. While the rest of the children are killing themselves with heavy clinical work loads, he’s able to maintain his own schedule and do some very sophisticated computer work. 

CG: Do you have any strong interests outside of your work and family?

ED: I do a lot of photography. I enjoy travel, which I usually do with my wife. Basically, we’re just enjoying life. It’s been a lot of fun.

CG: Did you come from an academic background? 

ED: Not at all.

CG: Where did you get your interest and drive in science, learning and education?

ED: From my mother and father. They were both from Poland. My dad was a barber. When they came to this country, my mother could barely speak English, my dad only very broken English. While I was growing up, I could only speak Polish because that’s all we spoke at home. When I went to grammar school, I could only speak Polish. I told my mother, “You know, I can’t speak good English. I’m a little kid and I’m having trouble at school. They call me Dum Dum.” That day my mother said, “From now on, we speak only English at home.” And, that’s how I got good in English. Both of them felt very strongly that I had to go to college. They told me, “In America, you’ve got to go to school.” And, that’s what I did.

CG: Did you have brothers and sisters?

ED: I have one brother. He’s working for United Airlines. He’s one of the senior experts on jet engines. In fact, if you fly on United, he’s responsible for the 747's. He does a good job.

CG: I hope so.

ED: I have a great sister, who is taking care of her family at home in Chicago.

CG: And, finally, where do you see the field of neuropharmacology going? Where do you think we’ll be 5, 10, 15, 20 years from now?

ED: First of all, pharmacology comes from “pharmacon,” that’s drug, and “ology,” the science. So to be a pharmacologist, you better keep the drug in mind. I’m very concerned that over the years too many of our younger people haven’t been keeping the drug in mind. This is the key thing. And neuro, of course, refers to the nervous system. I believe that neuropharmacology is going to blossom even more. But, we have to take techniques from all of the scientific disciplines. Right now, we’re taking all we can from molecular biology. That’s the beauty of pharmacology. You can study the drug molecule and its molecular interactions. You go all the way from animals to patients. Questions that come up as a result of patient data require more data from animals, etc., then to the molecular events. It really takes in the whole circle of activity. Most importantly, it gives you the perspective that, ultimately, your interest is in humans. I feel that right now we’re going through a phase in which we all have to learn a lot more molecular biologic techniques and use them. Ultimately, our field is going to become even bigger and better. We need to train more generalists and specialists in their own areas. You’ve got to go deep in your area but, at the same time, you’ve got to have the big picture of where this all fits. You’ve got to have interactions in the clinic. I feel very strongly that those who are strictly in a basic science area have to relate to what’s happening in patients and, then, back again into the basic science laboratory. I see the field as really improving. Would I be doing what I am now if I were starting all over again? I think I would but I’d do things a little bit differently. I’d probably start by doing a combined MD/PhD program and I certainly would want to be board certified in a clinical specialty such as neurology or anesthesiology. I’d probably end up doing what I’m doing right now, except that I’d have a clinical appointment as well as a basic science appointment.

CG: If you were starting right now, what kind of training would you get?

ED: I would get all the chemistry I could. I’m convinced that you should start with high school chemistry and continue to get as much training as possible. Then go to a good medical school.

CG: What would your PhD degree be in?

ED: Oh, no question; pharmacology.

CG: Would it be molecular or genetic pharmacology, neuropharmacology?

ED: I don’t know but I would end up in pharmacology regarding the brain, heart, or whatever. It’s interesting that most of my kids are interested in these different areas and I am still too. You can get me just as excited talking about what’s going on in the field of OB/GYN as in internal medicine, or anything else. I could also end up in psychiatry, but it would not be the psychiatry of the kind I knew, which was psychoanalytic. It would certainly be more biologically oriented. I would also be a darn good clinician. I am convinced that if you’re going to get your MD, you’d better be a good clinician. Equally, you’d better be good in one basic science field and try to combine them. Whether one would be a specialist in only one or in combined disciplines would be up to the individual.

CG: Well, thank you very much, Ed. Any further things you’d like to add before we close?

ED: Well, I’m having a heck of a good time enjoying the meetings and learning all I can.

CG: One of the things that have always impressed me about you is your enormous enthusiasm and great eloquence at times. You always show great excitement in whatever you’re doing and bring great joy to everyone you come into contact with. Ed, thank you so much.

ED: Thanks a lot. 

* Edward F. Domino was born in Chicago, Illinois in 1920, and graduated in medicine from the University of Illinois in 1951; he also gained a master’s degree in pharmacology, becoming in 1952 an instructor in the Department of Pharmacology. In 1953 he moved to Ann Arbor, and was appointed instructor in pharmacology at the University of Michigan, serving as director of the neuropsychopharmacology research laboratory from 1966. He remained at Michigan for the rest of his career.





